T. R., MALE, aged 59, mining agent. Admitted September, 1905. Family history negative. Eighteen years ago fell from a tramcar on to his head and had attacks of petit mal eight months afterwards. These occurred about once a year. Later had nocturnal convulsions. No fits since 1902.
Three mionths previous to admission had an attack of dysentery on the West Coast of Africa, was invalided home, and was cured at the Dreadnought Hospital. Six weeks previous to admission he wrote a perfectly sane letter to his wife, but has not written since except from dictation.
There is no disturbance of sensation. The patient stands in a peculiarly rigid attitude with shoulders raised, and walks with short steps without bending the knees. He knows what is going on around him, but does not know where he is, and suffers from profound loss of memory. He does not know which is his bedroom, although he has occupied the same for the past seven years. Well-marked Witzelsucht. Pretends to be dangerous but never does any harm. Jokes about his symptoms and exaggerates them. Shows Romberg's sign, but this is probably a joke on his part. Fabrication at times.
DISCUSSION.
Dr. S. A. K. WILSON remarked that in estimating the comparative localizing value of Witzelsucht in such a case as this, one required to know whether the Witzelsucht was pathological, or whether it was not really part of the patient's character, which might have been present before the illness. He therefore asked at what date the symptom was noticed. He was struck by the fact that in this patient it never ceased, whereas in most of the cases in which he had seen Witzelsucht in association with organic brain disease, for instance, in frontal tumour cases, one would not say it was absolutely constant. He had seen it also in temporal tumour cases. He therefore questioned whether, in this patient, one could place any localizing value upon it. Here there was a definite history of a fall, and of petit mal and nocturnal convulsions, and there might have been a focus of disease commencing somewhere on the front of the head, from which the degenerative condition might have started. He asked if the patient had anosmia or parosmia, or any olfactory hallucinations. Part of the rigid and stereotyped attitude in walking he regarded as a psychomotor disturbance, and considered that it might be associated with disturbance of part of the function of the intermediate precentral portion of the frontal lobes.
Dr. STODDART, in reply to Dr. Seymour Tuke, said the condition of the patient on admission was the same as now. He had had the advantage of a talk with the patient's son, who was a medical man of standing, and he told him that his father did not exhibit either Witzelsucht or the curious motor phenomena before his illness. His sense of smell was normal, and he had never suffered from olfactory hallucinations. The disks and sight were normal.
CEdema of the Thighs in a Katatoniac. By W. H. B. STODDART, 1M.D. THE patient adopts a persistent kneeling attitude. This case was shown to raise the question whether posture alone is sufficient to cause oedenia.
Dr. STODDART added that the patient spent all his time on his knees. He came in a state of acute confusion, loss of memory, disorientation, hallucinations, anatsthesia, and he gradually lapsed into this curious stuporose condition. The knees at one time got sore, and since then they had been padded. The posture in itself was not sufficient to cause such cedema, because clerks who sat in one posture with the legs dependent for hours daily did not have%it. This patient slept well at night for about six hours, and perhaps for an hour or so in the afternoon. He had asked Dr. Gordon Ward to examine the blood for him, and Dr. Ward would say what he had found.
